The problems which J wish to discuss today are those associated with the observing and eliciting of signs, and with the assessing and eliciting of symptoms in psychiatric patients. Whatever (1968) have demonstrated encouraging levels of inter-observer diagnostic agreement in an international study using prepared written case-histories and video-taped clinical interviews, and not surprisingly, have shown that agreement was highest where the cases were most "typical" in respect of reported history and mental status on examination. The exercise suggests that some form of multidimensional system of classification will eventually be required for statistical purposes as an advance on the over-simplified "principal" and "other" single diagnostic statements demanded by the conventions of usage of the I.C.D.
SYMPTOMS, SIGNS, AND PERCEPTUAL EXPECTATIONS
I would now like to turn to the assessment of symptoms and observation of signs, which together form the basis for our diagnostic formulations, and I would emphasize the formidable problems of observer bias and concept-driven perception involved.
Epidemiological studies have indicated that the apparent incidence of schizophrenia in the United States is approximately fifty per cent higher than that detected in England and Wales as reflected in age-adjusted first admission rates (Kramer 1961 I would emphasize that the perceptual problem which faces the psychiatrist is common to all observers of natural phenomena, and is particularly acute in the behavioural field, rather less so in the biological sciences, and at its least disturbing in the physical sciences?hence the general desire of the scientifically-minded clinician to escape from the patient into the laboratory.
In clinical medicine no one has felt the same since Fletcher (1952) demonstrated alarming discrepancies in the independent assessments made by eight experienced physicians of twelve key signs in pulmonary emphysema (directly observable signs, not symptoms which require assessment). Studies of similar disagreement in observation of other physical signs are well known, as are those of radiologists' and endoscopists' differing perceptions and interpretations. Less well recognised perhaps are histologists' differences of opinion about about the differentiation of inflammation and neoplasm, of benign and malignant tumours and of the histological types of cancer (Feinstein 1967 Kendall et al., 1968) . As in all standardized procedures there is a certain loss of information, but this venture (now in its eighth revision) offers an approach more flexible than most of its predecessors and rivals. I have already emphasized that it is reproducibility that converts a private observation into a public one and hence renders it susceptible to scientific manipulation (Little, 1968) , and it is certainly encouraging that among those trained in its use the levels of independent observer agreement in this exhaustive 63-page schedule covering 500 ratings are higher than we might have dared to hope. The results are superior to those of a previous study by Kreitman et al. (1961) 
